BARNES
VISION CLINIC

1911 N. Commerce
Ardmore, OK 73401

(580) 223-0055
Fax (580) 223-0776
barnesvisionclinic.com

M. Rebecca Barnes, O.D.
Elizabeth Cole, O.D.

Dear Patient,

We are thrilled to have you experience the eyecare of Barnes Vision Clinic. Thank

you for allowing us this opportunity.

While we realize filling out paperwork is never fun, insurance companies and Medicare
require that it must be done yearly.
Attached you will find:

1.) Patient Information Form

2.) Information on the Optomap Retinal Exam

3.) HIPPAA Privacy Practice Policies
In essence of time management, we ask that you complete, sign and bring these
forms with you when you come in for your eyecare appointment.

If you wear glasses, sunglasses or contact lenses please bring them with you. If you
are wearing disposable contact lenses that we did not prescribe, please bring along

the containers that shows the lens information for each lens.

We are located at 1911 North Commerce between BancFirst and Hill Country Cars. If
you are heading north on North Commerce, make a left U-turn at North Glen Avenue

and we are the second building on your right.

We always try to see our patients on time, and appreciate your promptness. Please
allow approximately 1-1%2 hours for your visit in our office. We want to make sure all

your questions are answered and you are not rushed.

If circumstances arise that you need to change your appointment time, please give us

as much notice as possible to allow someone else an eyecare opportunity.

Fees, including co-payments, are due at the time of your visit. \WWe do accept
cash, checks, Visa, and Mastercard only. We also offer CareCredit which is a health

care expense only credit card. For more information go online to www.carecredit.com.

Please bring both your vision plan information as well as your major medical

insurance information. We are recognized as physicians specializing in the eyes, so

we may be able to submit your visit (if there is a medical reason) to your medical

insurance for you.

We hope the provided information is of assistance. If there are any questions please

call. We are looking forward to providing you with a “WOW” experience in eyecare!

Best regards,

Dr. Rebecca Barnes, Dr. Elizabeth Cole and Staff
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=+ Retinal Exam

“TO SEE IS TO KNOW, TO NOT SEE IS TO GUESS”
WE DON’T WANT TO GUESS ABOUT THE HEALTH OF YOUR EYES

For the first time, we can now view the entire interior of your eye without dilation. The
Optomap takes a 200 degree panoramic digital image of the interior part of the eye that
allows Dr. Barnes and Dr. Cole to view ten times the information previously available.
Potentially sight-threatening conditions can be detected earlier.

SEVEN IMPORTANT POINTS:

* Our doctors strongly recommend the screening for all of their patients.
* The Optomap is an exceptional diagnosis tool for children.

* The scan is totally safe.

* There is no blurring of vision.

* There is no pain.

* The image obtained remains part of your permanent record.

* You can view the image along with the doctor.

The fee for the Optomap Screening is $32.00. If eye diseases are observed, additional
interpretation and testing may be required, which can be submitted to your medical
insurance carrier. Dr. Barnes and Dr. Cole strongly recommend this technology for
adults & children as a means of significantly enhancing their ability to detect serious
eye conditions such as Diabetic Retinopathy, Hypertensive Retinopathy, Retinal
Holes, Tears and Detachments, Macular Degeneration, Malignant Melanomas, and
Glaucoma, as well as many other peripheral retinal diseases. However, you have the
option to decline this procedure. If you decide not to have this procedure done a dilation
of your eyes may be recommended to view the retina to our satisfaction. If you have any
questions or concerns, please don’t hesitate to ask any of our staff or doctors.



/\ _ L. L. Infanj[SEETM Confidential
@Hfﬂmﬂf B arnes VISI on Cllnl C Infant History Assessment Date:

/ /
Name: Male Female DOB: / /
Home Phone: Hispanic | Caucasian | African American | Native American | Asian | Pacific Islander
Home Address:
Street City State Zip Code
Parent(s) or Guardian(s): Adult(s) Occupation:

How did you learn about our program? o Current Patients 0 Referred by friends / family o Print Ads o0 Radio Ads
0 Website 0 Story in Newspaper /on TV 0 Referred by Dr.

Eye History
Have you ever noticed any of the following happening with your baby’s eyes? (Please check any that apply)
Eye turn: cinoout 0 Eyes watering oEyesred o Swelling around the eyes 0 White appearance in pupil

Explain any eye concerns noted by observing child:

Developmental and Health History
PREGNANCY

Length of pregnancy: weeks  List any complications during pregnancy:

Other pregnancy issues:

DELIVERY
Birth Weight: Parents ages at time of birth: Mother Father

List any complications during delivery:

Was oxygen used? o Yes 0 No APGAR score at birth: (if known)
MEDICAL
Child’s Doctor: Last Exam Date: Are immunizations up to date? © Yes O No

Does you baby have any known food or drug allergies? o Yes o0 No:

List ALL medications taken regularly: o None List:

List any developmental delays:

Check all of the following that you baby can do at this time: 0 Roll Over o Sit o©Crawl o0 Stand o0 Walk
Has you baby ever had a high temperature (fever)? o Yes o No If Yes, how high?
Please list any childhood illnesses your baby has had:
Ilness Age at the time. Was the illness? o Mild o Moderate o Severe

lness Age at the time. Was the illness? o Mild o Moderate o Severe

List any accidents, eye, or head injuries, and age the occurred:

Please list any other conditions we should know about:

Family History
Do any family members have: Lazy eye (amblyopia) o0 Yes 0 No Eye turn (strabismus) o0 Yes 0 No Eye tumor o Yes o0 No

Please list any family members with a history of other eye or medical problems. List the relation and type of problem:

I acknowledge that this information is accurate to the extent that I can be certain, and will disclose additional information as necessary.
This information can only by used in the management of my child’s eyes and vision.

I understand that the InfantSEE™ vision assessment is without charge. If further services or treatments are recommended, I may
choose any eye care professional to provide those services.

Date: / /

Parent / Guardian Signature
Thank you for carefully completing this confidential questionnaire. This information will allow for a more efficient use of examination time and will
contribute to the understanding of infant eye and vision development.




Effective date of notice: April 14, 2003
NOTICE OF PRIVACY PRACTICES

M. Rebecca Harden-Barnes, O.D.
Elizabeth Cole, O.D.

1911 N. Commerce
Ardmore, OK 73401
580/223-0055 580/223-0776 Fax
info@barnesvisionclinic.com
Contact: Traci Royse

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our legal obligation to keep health information that identifies you private. We are obligated by law to give you notice of
our privacy practices. This Notice describes how we protect your health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatments, payment or health care operations.
Examples of how we use or disclose information for treatment purposes are: setting up an appointment for you; testing or examining
your eyes; prescribing glasses, contact lenses, or eye medications and faxing them to be filled; showing you low vision aids; referring
you to another doctor or clinic for eye care or low vision aids or services; or getting copies of your health information from another
professional that you may have seen before us. Examples of how we use or disclose your health information for payment purposes are:
asking you about your health or vision care plans, or other sources of payment; preparing and sending bills or claims; and collecting
unpaid amounts (either ourselves or through a collection agency or attorney). “Health care operations” mean those administrative and
managerial functions that we have to do in order to run our office. Examples of how we use or disclose your health information for health
care operations are: financial or billing audits; internal quality assurance; personnel decisions; participation in managed care plans;
defense of legal matters; business planning; and outside storage of our records.

We routinely use your health information inside our office for there purposes without any special permission. If we need to disclose
your health information outside of our office for these reasons, we usually will not ask you for special written permission.

We will ask for special written permission if the situation is outside of our normal uses of PHI for treatment, payment, and health
care operations.
USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the law allows or requires us to use or disclose your health information without your permission. Not all
of these situations will apply to us; some may never come up at our office at all. Such uses or disclosures are:

when a state or federal law mandates that certain health information be reported for a specific purpose;

for public health purposes, such as contagious disease reporting, investigation or surveillance; and notices to and from the U.S. Food
and Drug Administration regarding drugs or medical devices;

disclosures to governmental authorities about victims of suspected abuse, neglect, or domestic violence;

uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits by Medicare or Medicaid; or for
investigation of possible violations of health care laws;

disclosures for judicial and administrative proceedings, such as in response to subpoenas or orders of courts or administrative
agencies;

disclosures for law enforcement purposes, such as to provide information about someone who is or is suspected to be a victim of a
crime; to provide information about a crime at our office; or to report a crime that happened somewhere else;

disclosure to a medical examiner to identify a dead person or to determine the cause of death; or to funeral directors to aid in burial; or
to organizations that handle organ tissue donations;

uses or disclosures for health related research;

uses and disclosures to prevent a serious threat to health or safety;

uses or disclosures for specialized government functions, such as for the protection of the president or high ranking government
officials; for lawful national intelligence activities; for military purposes; or for the evaluation and health of members of the foreign
service;

disclosures of de-identified information;

disclosures relating to worker’s compensation programs;

disclosures of a “limited data set” for research, public health, or health care operations;

incidental disclosures that are an unavoidable by-product of permitted uses or disclosures;

disclosures to “business associates” who perform health care operations for us and who commit to respect the privacy of your health
information;

[specitfy other uses and disclosures affected by state law].

Unless you object, we will also share relevant information about your care with your family or friends who are helping you with your eye
care.



APPOINTMENT REMINDERS
We may call or write to remind you of scheduled appointments, or that it is time to make a routine appointment. We may also call or
write to notify you of other treatments or services available at our office that might help you.

OTHER USES AND DISCLOSURES

We will not make any other uses or disclosures of your health information unless you sign a written “authorization form.” The content
of an “authorization form” is determined by federal law. Sometimes, we may initiate the authorization process if the use or disclosure is our
idea. Sometimes, you may initiate the process if it’s your idea for us to send your information to someone else. Typically, in this situation
you will give us a properly completed authorization form, or you can use one of ours.

If we initiate the process and ask you to sign an authorization form, you do not have to sign it. If you do not sign the authorization, we
cannot make the use or disclosure. If you do sign one, you may revoke it at any time unless we have already acted in reliance upon it.
Revocations must be in writing. Send them to the office contact person named at the beginning of this Notice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your health information. You can:

ask us to restrict our uses and disclosures for purposes of treatment (except emergency treatment), payment or health care operations. We
do not have to agree to do this, but if we agree, we must honor the restrictions that you want. To ask for a restriction, send a written
request to the office contact person at the address, fax or E Mail shown at the beginning of this Notice.
Ask us to communicate with you in a confidential way, such as by phoning you at work rather than home, by mailing health information
to a different address, or by using E mail to your personal E Mail address. We will accommodate these requests if they are reasonable,
and if you pay us for any extra cost. If you want to ask for confidential communications, send a written request to the office contact
person at the address, fax or E mail shown at the beginning of this Notice.
Ask to see or to get photocopies of your health information. By law, there are a few limited situations in which we can refuse to permit
access or copying. For the most part, however, you will be able to review or have a copy of your health information within 30 days of
asking us (or sixty days if the information is stored off-site). You may have to pay for photocopies in advance. If we deny your request,
we will send you a written explanation, and instructions about how to get an impartial review of our denial if one is legally available. By
law, we can have one 30 day extension of the time for us to give you access or photocopies if we send you a written notice of the
extension. If you want to review or get photocopies of your health information, send a written request to the office contact person at the
address, fax or E mail shown at the beginning of this Notice.
Ask us to amend your health information if you think that it is incorrect or incomplete. If we agree, we will amend the information within
60 days from when you ask us. We will send the corrected information to persons who we know got the wrong information, and others
that you specify. If we do not agree, you can write a statement of your position , and we will include it with your health information
along with any rebuttal statement that we may write. Once your statement of position and/or our rebuttal is included in your health
information, we will send it along whenever we make a permitted disclosure of your health information. By law, we can have one 30 day
extension of time to consider a request for amendment if we notify you in writing of the extension. If you want to ask us to amend your
health information, send a written request, including your reasons for the amendment, to the office contact person at the address, fax or E
mail shown at the beginning of this Notice.
Get a list of the disclosures that we have made of your health information within the past six years (or a shorter period if you want). By
law, the list will not include: disclosures for purposes of treatment, payment or health care operations; disclosures with your
authorization; incidental disclosures; disclosures required by law; and some other limited disclosures. You are entitled to one such list
per year without charge. If you want more frequent lists, you will have to pay for them in advance. We will usually respond to your
request within 60 days of receiving it, but by law we can have one 30 day extension of time if we notify you of the extension in writing.
If you want a list, send a written request to the office contact person at the address, fax or E mail shown at the beginning of this Notice.
Get additional paper copies of this Notice of Privacy Practices upon request. It does not matter whether you got one electronically or in
paper form already. If you want additional paper copies, send a written request to the office contact person at the address, fax, or E mail
shown at the beginning of this Notice.
OUR NOTICE OF PRIVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We reserve the right to change this
notice at any time as allowed by law. If we change this Notice, the new privacy practices will apply to your health information that we
already have as well as to such information that we may generate in the future. If we change our Notice of Privacy Practices, we will post
the new in our office, have copies available in our office, and post it on our Web site.

COMPLAINTS

If you think that we have not properly respected the privacy of your health information, you are free to complain to us or the U.S.
Department of Health and Human Services, Office for Civil Rights. We will not retaliate against you if you make a complaint. If you want
to complain to us, send a written complaint to the office contact person at the address, fax, or E mail shown at the beginning of this Notice.
If you prefer, you can discuss your complaint in person or by phone.

FOR MORE INFORMATION
If you want more information about our privacy practices, call or visit the office contact person at the address or phone number shown
at the beginning of this Notice.

Thank you,
Traci Royse
Office Manager
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